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HOW THE IMR FINAL DETERMINATION WAS MADE 

MAXIMUS Federal Services sent the complete case file to an expert reviewer. He/she has no 

affiliation with the employer, employee, providers or the claims administrator. He/she has been 

in active clinical practice for more than five years and is currently working at least 24 hours a 

week in active practice. The expert reviewer was selected based on his/her clinical experience, 

education, background, and expertise in the same or similar specialties that evaluate and/or treat 

the medical condition and disputed items/Service. He/she is familiar with governing laws and 

regulations, including the strength of evidence hierarchy that applies to Independent Medical 

Review determinations. 

 

The Expert Reviewer has the following credentials: 

State(s) of Licensure: California 

Certification(s)/Specialty: Preventive Medicine, Occupational Medicine 

 

CLINICAL CASE SUMMARY 

The expert reviewer developed the following clinical case summary based on a review of the 

case file, including all medical records: 

 

The injured worker is a 24 year old male, who sustained an industrial injury on 6/23/14. He 

reported a low back injury. The injured worker was diagnosed as having thoracic spine 

strain/sprain, thoracic spine pain, lumbar disc displacement, lumbar radiculopathy, Schmorl's 

node at l2 and a sleep disorder. Treatment to date has included oral medications, topical 

medications, physical therapy, and activity restrictions. Currently, the injured worker complains 

of burning, radicular med back pain and muscle spasms rated 6/10 and burning radicular low 

back pain and muscle spasms rated 5/10. The injured worker notes the pain is aggravated by 

activities of daily living. Physical exam noted tenderness with pain to palpation at the rhomboids 

and mid trapezius muscles and limited range of motion of thoracic spine and palpable tenderness 

with spasms over the lumbar paraspinal muscles and lumbosacral junction with limited range of 

motion. The treatment plan included a request for pain management for epidural steroid 

injections, (MRI) magnetic resonance imaging of thoracic spine, x-ray of thoracic spine, 

Functional Capacity Evaluation, orthopedic surgeon consult, continuation of physical therapy 

and acupuncture, shockwave therapy up to 6 treatments and Terocin patches. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

The Final Determination was based on decisions for the disputed items/services set forth below: 

 

Synapryn 10mg/1ml oral suspension, 500ml,: Upheld 



 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Page(s): 93, 94 and 50.   

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain (Chronic), 

Compound drugs. 

 

Decision rationale: The requested compound medication contains unnamed and then defined 

'other proprietary ingredients'. In addition, there is no documentation that the patient has a 

contraindication to medication prescribed in tablet form. According to the Official Disability 

Guidelines, compounded drugs are not recommended as a first-line therapy. In general, 

commercially available, FDA-approved drugs should be given an adequate trial. If these are 

found to be ineffective or are contraindicated in individual patients, compound drugs that use 

FDA-approved ingredients may be considered. There is no documentation that the FDA 

approved medication was given an adequate trial. Therefore, the request is not medically 

necessary. 

 

Tabradol 1mg/ml oral solution, 250ml,: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Muscle Relaxants (for pain) Page(s): 63 and 64.   

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain (Chronic), 

Compound drugs. 

 

Decision rationale: The requested compound medication contains unnamed and then defined 

'other proprietary ingredients'. In addition, there is no documentation that the patient has a 

contraindication to medication prescribed in tablet form. According to the Official Disability 

Guidelines, compounded drugs are not recommended as a first-line therapy. In general, 

commercially available, FDA-approved drugs should be given an adequate trial. If these are 

found to be ineffective or are contraindicated in individual patients, compound drugs that use 

FDA-approved ingredients may be considered. There is no documentation that the FDA 

approved medication was given an adequate trial. Therefore, the request is not medically 

necessary. 

 

Deprizine 15mg/ml oral suspension, 250ml,: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

NSAIDs, GI Symptoms and Cardiovascular risk Page(s): 68 and 69.   

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain (Chronic), 

Compound drugs. 

 



Decision rationale: The requested compound medication contains unnamed and then defined 

'other proprietary ingredients'. In addition, there is no documentation that the patient has a 

contraindication to medication prescribed in tablet form. According to the Official Disability 

Guidelines, compounded drugs are not recommended as a first-line therapy. In general, 

commercially available, FDA-approved drugs should be given an adequate trial. If these are 

found to be ineffective or are contraindicated in individual patients, compound drugs that use 

FDA-approved ingredients may be considered. There is no documentation that the FDA 

approved medication was given an adequate trial. Therefore, the request is not medically 

necessary. 

 

Dicopanol (Diphenhydramine) 5mg/ml oral suspension, 150ml,: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Pain 

(updated 4/6/15), Online Version. 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain (Chronic), 

Compound drugs. 

 

Decision rationale:  The requested compound medication contains unnamed and then defined 

'other proprietary ingredients'. In addition, there is no documentation that the patient has a 

contraindication to medication prescribed in tablet form. According to the Official Disability 

Guidelines, compounded drugs are not recommended as a first-line therapy. In general, 

commercially available, FDA-approved drugs should be given an adequate trial. If these are 

found to be ineffective or are contraindicated in individual patients, compound drugs that use 

FDA-approved ingredients may be considered. There is no documentation that the FDA 

approved medication was given an adequate trial. Therefore, the request is not medically 

necessary. 

 

Fanatrex (Gabapentin) 25mg/ml oral suspension, 420ml,: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Anti-epilepsy Drugs (AEDs) Page(s): 16, 18 and 19.   

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain (Chronic), 

Compound drugs. 

 

Decision rationale:  The requested compound medication contains unnamed and then defined 

'other proprietary ingredients'. In addition, there is no documentation that the patient has a 

contraindication to medication prescribed in tablet form. According to the Official Disability 

Guidelines, compounded drugs are not recommended as a first-line therapy. In general, 

commercially available, FDA-approved drugs should be given an adequate trial. If these are 

found to be ineffective or are contraindicated in individual patients, compound drugs that use 

FDA-approved ingredients may be considered. There is no documentation that the FDA 



approved medication was given an adequate trial. Therefore, the request is not medically 

necessary. 

 

Orthopedic Surgeon Referral: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS.  Decision based on Non-MTUS Citation ACOEM Occupational Medicine Practice 

Guidelines, 2nd Edition, 2004, page 127. 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation ACOEM Occupational Medicine Practice Guidelines, 

Chapter 7, Independent Medical Examinations and Consultations, page 132. 

 

Decision rationale:  According to the MTUS, a referral request should specify the concerns to 

be addressed in the independent or expert assessment, including the relevant medical and non-

medical issues, diagnosis, causal relationship, prognosis, temporary or permanent impairment, 

workability, clinical management, and treatment options. The medical record lacks sufficient 

documentation and does not support a referral request. Therefore, the request is not medically 

necessary. 

 

Physical Therapy, 18-sessions, 3 times a week for 6 weeks: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Physical Medicine Guidelines Page(s): 99.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Manual 

therapy & manipulation Page(s): 58-60.   

 

Decision rationale:  The MTUS Chronic Pain Medical Treatment Guidelines state that active 

therapy is based on the philosophy that therapeutic exercise and/or activity are beneficial for 

restoring flexibility, strength, endurance, function, range of motion, and can alleviate discomfort. 

Patients are instructed and expected to continue active therapies at home as an extension of the 

treatment process in order to maintain improvement levels. It is not clear if this is a request for 

initial or additional (where physical therapy treatments provided to date may have already 

exceeded guidelines regarding frequency) physical therapy treatments. At present, based on the 

records provided, and the evidence-based guideline review, the request is non-certified. 

Therefore, the request is not medically necessary. 

 

Shockwave Therapy: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG); Low 

Back (updated 3/24/15), online version, shock wave therapy. 

 



MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Lumbar & 

Thoracic (Acute & Chronic), Extracorporeal shock wave therapy (ESWT). 

 

Decision rationale:  Limited evidence exists regarding extracorporeal shock wave therapy 

(ESWT) in reducing pain and improvng function. While it appears to be safe, there is 

disagreement as to its efficacy. Insufficient high quality scientific evidence exists to determine 

clearly the effectiveness of this therapy. Therefore, the request is not medically necessary. 

 


